I n their seminal work, Stern and Kruckman 1 hypothesized PPD represents a culture-bound syndrome relevant only in Western societies. Early ethnographic research indicated there was no evidence for the existence of PPD in non-Western societies. Pillsbury 2 conducted ethnographic interviews examining the elaborate postpartum rituals among the Chinese, whereby more attention is lavished on the mother than to the newborn, and found PPD was a concept not even familiar to the respondents. Stern and Kruckman 1 proposed that a lack of rituals and minimal family and community involvement in the birth experience may leave women in Western societies vulnerable to depression by creating physical fatigue, uncertainty about the availability of social support, and stress on their relationship with their partner. The lack of societal involvement in childbirth may also reflect its ambivalence about the value of motherhood, exacerbate the role conflict experienced by new mothers, and threaten their self-esteem. 3, 4 In contrast, cultures with structured postpartum practices, intended to care for the new mother and ease her transition into the maternal role, may benefit maternal mental health and reduce the risk for PPD. 1 In a previous qualitative systematic review, 5 we described traditional postpartum practices in over 20 different cultures. Specific thematic clusters of common postpartum practices were identified including: organized support, rest period, diet, hygiene practices, infant care, breastfeeding, and other postpartum rituals. In this study, we review qualitative and quantitative studies systematically evaluating the relation between postpartum practices and PPD.
Methods

Inclusion and Exclusion Criteria
English-language, peer-reviewed papers (with qualitative or quantitative methodology), focusing on maternal traditional practices within the first year following childbirth and their relation to PPD or mood, were examined.
Search Strategy
MEDLINE, CINAHL, PsycINFO, EMBASE, and the Cochrane library were searched for articles published between 1966 and October 31, 2008 . Variations of the following key words were used in the search: practices, rituals, customs, postpartum, postnatal, childbirth, postpartum psychiatric disorder, blues, depression, anxiety, psychosis, and puerperal disorders. Reference lists of relevant studies were also searched and their links to related articles in electronic databases were accessed and reviewed. For all studies that met the inclusion criteria, data were extracted by the authors and organized by the postpartum practice and whether the study provided evidence for or against the practice protecting against PPD.
Results
Among the 72 papers examined, 12 studies conducted in 9 different countries met the inclusion criteria. Data were found for only 3 of our previous thematic clusters: organized support; diet; and other or multiple postpartum practices. Although our previous work found rituals also relating to rest period, hygiene practices, infant care, and breastfeeding, this review did not identify any studies that addressed the relation between these specific practices and PPD.
Organized Support
Evidence for a Protective Effect. Heh et al 6 in Taiwan evaluated the effect of "doing the month" (Chinese postpartum ritual) on PPD and found 21% of the 186 women had EPDS scores of 10 or more at 4 months' postpartum. Forty-two percent of women (78 women) reported depressive symptoms and women who were living with their own mothers reported fewer depressive symptoms than those living with their mother-in-law. Total social support and parents' support, especially instrumental support, correlated negatively with EPDS scores (that is, the higher the depression scores, the lower the support). In multiple regression analyses, 24% of the variance in EPDS scores was accounted for by dissatisfaction with parents' support and unwanted support from in-laws. These results suggest that support may protect against PPD, depending on the type of support received and from whom it was received.
In another study 7 on "doing the month" in Hong Kong, 80% of the 781 postpartum women received peiyue care, the support component of the ritual; it was this component that was associated with better reported social support. In a univariate analysis, not receiving peiyue care yielded a relative risk of 1.45 for depression (P = 0.046). However, in a logistic regression analysis of other factors, including social support as measured by a standardized instrument, peiyue care was not a significant predictor of depression (EPDS scores). The authors suggested peiyue itself may only slightly decrease risk for PPD and that social support may account for its active ingredient. They speculated that conflict arising with the mother-in-law may account for the weakened effect. This data was gathered prospectively initially at antenatal clinics and over the course of pregnancy and 3 months postpartum.
Similar results were reported in 2 qualitative studies. Thirty-nine mothers in Goa, India, completed in-depth interviews at about 3 months postpartum. 8 Women suffering from PPD, as measured by the EPDS, reported less practical and emotional support from their husbands postnatally (n = 19) than women who did not have PPD. A descriptive study of 85 Fijian women also found evidence for a protective effect for support. By 5 months' postpartum, 9% (n = 8) of mothers experienced na tadoka ni vasucu, a postpartum condition comprised of nonspecific somatic complaints. 9 These mothers were significantly more likely to report dissatisfaction with care received and not having a confidante. In addition, perceived inferior quality of care received postnatally was significantly correlated with an episode of na tadoka ni vasucu (r = 0.45, P < 0.002), as was perceived inferior quality of assistance with infant care (r = 0.32, P < 0.004). However, the narratives from mothers did suggest a complex relation between this condition, maternal mood, perceived social support, and physical exertion.
Evidence Against a Protective Effect. Not all studies found that support protected against developing PPD. Azidah et al 10 found no statistical relation between having received help during confinement and risk for PPD (as measured by the EPDS) in their study of 421 Malaysian women based on data collected at 36 to 42 weeks gestation, and 1 week and 4 to 6 weeks postpartum. The prevalence of PPD at 4 to 6 weeks postpartum in this sample was over 20%, with nearly 95% of women reporting having received such help. Yoshida et al 11 studied the role of the traditional Japanese postpartum practice of satogaeri bunben in 2 groups of Japanese women, one in Fukuoka City, Japan, (n = 88) and an expatriate group in England (n = 98). Satogaeri bunben refers to the practice of the mother-to-be returning to stay at her own mother's house from 32 to 35 weeks of pregnancy until a few months' postpartum. The incidence of depression, based on research diagnostic criteria, was comparable in the 2 geographical groupings at 3 months postpartum: 17% in Japan and 12% in England. As most of the women, both depressed and nondepressed, received postpartum support, the authors concluded that satogaeri bunben did not make any difference in terms of PPD.
Diet
Evidence for a Protective Effect. In a study of 506 Vietnamese women, not being given special foods or not avoiding proscribed foods significantly predicted EPDS scores of greater than 12 in a logistic regression analysis. 12 However, the authors suggest that dietary practices may be associated with PPD through their relation with social support in that women who consume special foods likely had a support person available to prepare such foods; while avoiding proscribed foods may reflect critical scrutiny by others, such as their mother-in-law. Other contributory factors included: unwelcome pregnancy, lack of a permanent job, an unsettled baby, having less than 30 days of complete rest after childbirth, and being unable to confide in their husbands.
Further evidence for a potential protective relation of diet comes from the qualitative study of Goan mothers cited above. 8 The authors compared adherence with rituals of childbearing among women with and without PPD. Fewer mothers who experienced PPD were provided with a special diet postnatally to increase breast milk, reduce body pain, and improve strength, compared with those that did not suffer from PPD. 8 Evidence Against a Protective Effect. Azidah et al's study 10 of Malaysian women described above found no difference in rates of following food taboos among women with and without PPD; although most women in their sample (more than 90%) reported this practice, reducing the likelihood of detecting a statistically significant difference. The use of traditional medicine was found to be the strongest predictor of PPD (as measured by EPDS > 12). Risk of PPD was increased 10-fold in women who used traditional medicines after delivery. As the authors did not specify the contents of these traditional medicines, it is unclear whether they were primarily dietary or medicinal in nature. The authors note that while some compounds within these medicines could cause or exacerbate PPD, it is also possible that the particular medicine used treated symptoms of depression. 10
Other or Multiple Postpartum Practices
Several papers reported on postpartum practices and (or) rituals without studying the individual components or specifying the specific practices and were summarized below.
Evidence for a Protective Effect. The Malaysian women study 10 found that participation in bersalai or bertunku was significantly less common among women who developed PPD (EPDS > 12) than among those who did not (P = 0.01). Bersalai or bertunku refers to a heat therapy that is thought to encourage blood circulation, involution of the uterus, closing of the cervix, and drying of the lochia. However, when multiple logistic regression analysis was performed, which allowed for the inclusion of several other independent predictors of PPD, (that is, household income, worry about the baby, traditional massage, taking traditional medicine, participation in unspecified postnatal rituals, problems with the husband, financial problems, depressive symptoms in late pregnancy, and depressive symptoms at 1 week postpartum) bersalai or bertunku was no longer statistically associated with PPD. Similarly, participation in postnatal rituals (not further described by the authors), though significantly protective of PPD at the bivariate level (P = 0.02), was not a significant predictor of PPD in the multiple logistic regression model. 10 Only traditional medicine use, traditional massage, and pre-and postnatal depressive symptoms remained significant predictors at the multivariate level. The authors suggested that part of the protective effect of massage (OR 0.2; 95% CI 0.06 to 76, P = 0.02) may be reflective of social support, as the traditional masseuse is often a close friend to women in the community. 10 Chien et al's 13 evaluation of 202 Taiwanese postpartum women found that adherence to "doing the month" was associated with lower depression scores on the Chinese version of the CES-D. Using scores of 15 or more as an indicator, 30.2% of women were found to have probable PPD at 1 month postpartum and had lower mean scores of adherence to "doing the month" practices although not significant statistically (mean adherence ratings 73.31, compared with 76. 35 ). However, when certain variables (vocational school education, first-time mothers, formula feeding, women who were not in postpartum centres, or those that did not spend time at relatives' or friends' homes) were controlled for, women with lower adherence scores to rituals had higher odds ratios of depression. Rituals adhered to most often included: not going to temple and burning incense; avoiding sexual intercourse; avoiding salads, cold drinks or ice products, and spicy and (or) hot or hard food; not carrying heavy objects; and not going out unless necessary. Interestingly, women who adhered more to the practices reported fewer physical symptoms (backache, and poor quality of sleep or insomnia being the most prevalent) at 1 month postpartum. 13 The qualitative study on Goan women 8 found that mothers with PPD received less traditional massage than non-PPD mothers. Postnatal oil massage is believed in India to improve strength and maintain general health in mothers and their infants. Forty-two percent (n = 8) of mothers with PPD indicated that they had not received oil massages for their current pregnancy.
Evidence Against a Protective Effect. Huang and Mathers 14 conducted a cross-cultural comparison between random samples of 151 postpartum women from the United Kingdom and Taiwan using the EPDS and semi-structured interviews. The prevalence of PPD (based on EPDS scores) was similar (18% in the United Kingdom and 19% in Taiwan) despite 72% to 95% adherence to various rituals in Taiwan. Of note, only 1 in 3 women in the Taiwanese sample received help from the mother or mother-in-law during the first postpartum month; the rituals adhered to were more related to dietary and other rituals than social support.
Grace et al 15 studied the relation between PPD in a Malaysian sample of women and pantang (culturally sanctioned behaviour related to pregnancy). Specifically, 145 women provided data at 6 months postpartum regarding participation in 3 traditional practices: birth partnering, warming practices, and following a special diet. They found that women who participated in all 3 traditional practices had significantly higher mean EPDS scores than women who participated in fewer practices. The authors provided 2 possible explanations for these findings: women who have higher levels of depression may be more likely to participate in traditional practices; and (or) some elements of these traditional practices increase levels of anxiety or depression.
In their study of Chinese immigrants to Australia, Matthey et al 16 found that 90% of their 124 participants followed postpartum rituals. A small minority of women practising the rituals (18%) felt ambivalent or negative about them. Five percent wanted to practice rituals, but were unable to do so. The authors did speculate that some women practiced the rituals to please their parents or in-laws. Albeit limited by small and unequal sample sizes, no significant difference in EPDS scores was found comparing women practising, compared with those not practicing rituals; the General Health Questionnaire scores were higher in the practicsing group, reflecting greater symptomatology. Data were collected at birth and 6 weeks postpartum.
Chee et al 17 explored the relation between PPD, social support, and confinement practices in 559 Singaporean women. Depression was diagnosed using a clinical interview. Antenatally (34 to 38 weeks) women were asked what confinement meant to them, whether they thought it would be helpful, and how they found it at 6 weeks postpartum. Multiple logistic regression analysis showed that a negative confinement experience was associated with PPD. The sample sizes were too small to investigate exactly which aspects of the confinement experience were considered unhelpful if any, and the dropout rate was about 50% at 6 weeks' postpartum. The authors concluded that confinement is not necessarily protective against depression; it may even be a risk factor if it is not perceived as helpful.
Discussion
Although traditional practices and rituals related to the postpartum period are believed to protect against PPD, few studies have actually examined this relation. Evidence for and against a protective effect was found for organized support, special diets, and other or combined practices, making it difficult to draw definitive conclusions. All of the studies suffer from limitations, including poor methodology, lack of control groups, failure to account for other variables, questionable diagnoses, or use of the term PPD without specifying how the diagnosis was made. 18 Few studies used standardized measures to assess the presence of depressive symptoms or structured clinical interviews to establish a diagnosis of a major depressive episode. Most studies used general terms such as postpartum psychiatric illness or culturally specific conditions, which make interpretations even more difficult.
It is particularly challenging in cross-cultural research to ensure culturally appropriate definitions and measurement of maternal depression. Some cultures may define unique clusters of symptoms that differ from, but may be conceptually related to, the Western concept of PPD. For example, among Thai women, lom pid duan refers to illnesses thought to develop as a result of inappropriate postpartum care, which can present with symptoms typical of PPD. 19 Similarly, Cambodian women report pruey cet or sad heart, whose symptoms include those of PPD. 20 The standard measurements, such as the EPDS, may not capture these localized expressions of symptoms, therefore lacking conceptual equivalence. Even if the instruments are presumed to be measuring valid symptoms, metric equivalence is not always ensured, leading to the necessity of using different cut-off scores. For example, even among westernized centres in an international study, there were discrepancies at some centres between standardized structured interviews and EPDS scores. [21] [22] [23] Although others have also argued a more systematic approach is needed in evaluating cultural traditions, 24 these challenges highlight the need for a contextual definition of maternal mental health and illness in future research.
Although it is difficult to tease out exactly which aspect of the ritual may be the key element in causing any change, numerous studies have suggested that social support may be the most important aspect of any type of postpartum ritual. In the Taiwan and Hong Kong studies, 6, [25] [26] [27] "doing the month" seemed to be less important than the fact that these women had a great deal of support for the first postnatal month. When the support was less positive because of conflict with a mother-in-law, the beneficial effect was weakened. Chien et al 13 speculate that women who adhered to the rituals had more support during the postpartum period, which enabled them to carry out the practices.
Other studies that have examined cultural factors affecting PPD also emphasized the importance of social support. Dankner et al 28 postulated less traditional women may be more predisposed to PPD owing to a relative lack of protective cultural patterns and supports within their communities. Ugarizza et al 29 also identified support as an important preventative variable in their qualitative study of 20 postpartum women who did not experience PPD. However, social support may not always be beneficial. Apparent decreases in PPD may be a result of social pressure not to report symptoms, or pressure to accept without complaint. For example, Kim and Buist 30 found for Korean women, being a new mother means the end of "easy free days" and the beginning of responsibility and hard work. If depressive symptoms develop, it was regarded as a necessary part of the maternal role rather than an abnormal condition such as PPD. Similarly, in Confucian societies, repressing one's emotions may be considered essential in maintaining social harmony. The relation between social support and PPD is clearly not simple.
The studies examining the relation between diet and PPD are confounded as it is not clear whether following a special diet leads directly to the reduction in the rates of PPD or whether it is the attention and support involved in having someone prepare these foods that is the key element. This is supported by one study 12 in which the inability to take the full 30-day rest period and (or) to confide in one's partner were also significant factors. Similarly, a common element in the other or combined practices category also appears to be social support. For example, although Azidah et al 10 concluded that traditional massage was protective for Malaysian women, the active ingredient may have been social support. Further studies are needed to test the hypothesis that social support is the direct protective factor underlying dietary and other ritual practices.
The study by Chee et al 17 raises the issue of controlling for the extent of participation in rituals, and more importantly, examining how the person feels about practicing the rituals. Leung et al 24 explored possible benefits and sources of stress arising from practicing postpartum rituals in Hong Kong. Although the women appreciated the support received, especially with chores, meals, and infant care, the rituals were also found to be associated with stress, especially if the woman was confined to a small space and if they resided with their in-laws. Leung et al 27 also identified conflict between traditional and modern life as a stressor when investigating the experiences of mothers with PPD in Hong Kong. The depressed mothers reported enjoying some aspects of the postpartum rituals. However, some expressed frustration when either they wanted to perform or were told to perform certain rituals but could not do so or found infeasible. Yoshida et al 11 also emphasized the need to look at the practice of the ritual of satogaeri bunben in context. Although it is a good support system, there are disadvantages, including: potentially being unable to be followed by the same obstetrician or midwife in pregnancy and postpartum, being separated from the husband, and having anxiety about care of other children while the mother is away. Further, women may not choose to carry out this practice if they have a poor relationship with their mother. Clearly future research addressing the effect of rituals needs to take into account the cultural context, the degree of participation, and the kind of support received and from whom it is given.
In this era of globalization, it is very difficult to find cohesive societies that have not been affected by external influences. Daughters and mothers or mothers-in-law may have very different views of the importance of adhering to traditions. Women forced to carry out postpartum rituals may find them stressful and onerous rather than helpful. The issues become more complex for immigrant mothers who may not have the support to carry out traditional practices. This is illustrated by Nahas and Amasheh 31 who assessed 22 Jordanian immigrant mothers in Australia and found that most of the depressed women were new mothers who expressed a deep sense of loneliness and lack of social support. They did not have family or even neighbours who shared their beliefs, and they were expected to practice rituals but had no support to carry them out. In a separate study, Nahas et al 32 found Jordanian women in Australia with PPD who felt robbed of their traditional 40-day rest period with no family support readily available. In a study of the needs and experiences of Chinese migrant postpartum women in Brisbane, Australia, Chu 33 found that all believed and observed postpartum rituals to different degrees but immigration appeared to be a factor (that is, some women complained of culturally insensitive hospital practices and felt they could not express their concerns to staff). For women immigrants, rituals may be a way of holding onto an attachment to their country of origin and they may mourn the loss of them. These women may be very different from women who choose to give up ritual practices in an attempt to emulate the West and adhere to westernized ideals. Globalization may negate any culturally existent relations, affecting whether the practices protect or in fact contribute to PPD. Researchers in multicultural societies such as Canada need to be especially cognizant.
Studies looking at possible negative effects of practicing postpartum rituals also illustrate the problem of causality. It is unclear whether the findings indicate that practicing postpartum rituals directly or indirectly result in an increase in PPD. It may be that women who are depressed are more likely to practice rituals, take traditional medicine, or follow special diets in an attempt to treat their symptoms.
Although our study has focused on the relation between postpartum rituals and PPD, it is important to remember that these rituals were not necessarily designed to avert PPD. There may be other beneficial effects from a mental health standpoint. These practices may bring families together with prescriptive roles and help the long-term functioning of the family in ways not captured by the narrow clinical diagnosis of PPD.
Conclusions
The limited research on the relation between postpartum rituals and PPD does not clearly answer the question as to whether these practices decrease the risk for PPD. Evidence was found for a protective effect of organized support, diet, or multiple practices, but negative effects of these rituals were also found. The studies do suggest that the key protective element may be the presence of welcome support for the mother rather than the specific ritual. Many cultures include instrumental support as part of the prescribed postpartum ritual. This is not surprising and is in line with what is known-the lack of good social support has been repeatedly shown to be a risk factor 34 and predictor for PPD. 35 The review also highlights the importance of considering contextual factors including: whether the support is solicited or imposed, the relationship between the mother and the support person, whether the ritual is carried out in part or in full, and whether the new mother is in her native country or is an immigrant. However, it is important to understand that, if the new mother wants to carry out the rituals, she is able to carry them out in a way that suits her, and she is satisfied with the support she receives, it may affect her postpartum outcome. This reinforces the importance of individually assessing every new mother and adopting a culturally sensitive approach that supports her wishes to carry out traditional practices in a manner that is most satisfactory to her or helps her resolve conflicts arising from postpartum prescriptions and proscriptions. A more systematic evaluation of the relation between cultural traditions and their effect on PPD is needed. Although this review challenges the widespread and commonly held belief that cultural rituals protect against PPD, it can also serve as a starting point for further investigation, especially in multicultural societies. Future research would significantly add to the literature by using structured interviews to establish a diagnosis of depression, culturally sensitive and validated measurement tools, in addition to instruments measuring specific postpartum practices (that is, elicited instrumental support), using a prospective design. No funding was provided for this research.
Résumé : Les pratiques et rituels traditionnels du postpartum : les implications cliniques
Objectifs : Dans de nombreuses cultures, les rituels du postpartum sont observés parce qu'ils sont tenus avoir des effets bénéfiques sur la santé mentale. Notre revue systématique examine la documentation de recherche sur les effets des rituels du postpartum sur la dépression du postpartum (DPP) pour déterminer si les rituels protègent contre la DPP.
Méthodes : Les bases de données MEDLINE, CINAHL, PsycINFO, EMBASE, et Cochrane Library ont fait l'objet de recherches (de 1966 au 31 octobre 2008). Les bibliographies des articles pertinents et les liens à des articles connexes ont aussi été examinés. Les études qualitatives et quantitatives qui portaient sur les pratiques et rituels traditionnels de la période du postpartum (soit dans la première année suivant la naissance) et leur relation à la DPP ou à l'humeur ont été incluses.
Résultats : Soixante-douze études ont été examinées et 12 satisfaisaient aux critères d'inclusion. Les données ont été résumées selon le type de rituel, notamment : le soutien organisé, la diète, et d'autres ou multiples pratiques du postpartum, et selon leurs données probantes pour ou contre un effet protecteur de la DPP. Bien que limitées, les études ne suggéraient pas toutes que les rituels préviennent la DPP. En tout, il y a des données probantes que les rituels du postpartum exigeant un soutien social approprié et souhaité puissent avoir une certaine valeur protectrice, en fonction du nombre de facteurs contextuels. Conclusions : Ce domaine nécessite plus de recherche systématique et adaptée à la culture. Les études actuelles suggèrent que le principal élément protecteur puisse être la présence d'un soutien souhaité plutôt que le rituel spécifique.
